4 must be put to the young are the failure rates of the various contraceptive measures and the risks as far as they are known of termination. Every couple proposing to have intercourse should consider the risks beforehand and decide whether or not they are acceptable. Some authorities hold that widespread abortion will ultimately degrade gynecology so that it no longer attracts the best kind of medical graduate.
Many new methods of observation of feetal development and well-being in utero are now available. The unplanned pregnancy often occurs in situations of high obstetric risk if the pregnancy continues, and even when the outcome is successful the child is unlikely to grow up in an environment in which it can enjoy life to the full. When termination is seen in the context of one method of preventing such unplanned pregnancies it fits into the pattern ofmodern preventive gyntecology. As such, termination will not deter the thinking would-be gynecologist who in the long run will regard it as a proper procedure capable of preventing much suffering in the women he seeks to serve. It has been said that no woman desires an abortion, she either wants a baby or wishes to avoid a pregnancy. If this is so, the importance of prevention is emphasized and the approach to the problem of unplanned pregnancy must be directed accordingly. Ferris (1967) has pointed out, it seems likely that prior to 1967 about 100,000 abortions were being carried out annually in England and Wales. The vast majority, 85 %, were criminal 'back street' operations performed by nonprofessional abortionists. What Ferris termed 'West End legal' abortionscovered by the precedent of the Bourne decisionwere restricted to an affluent minority who could afford the expense of consulting a few liberal gynecologists and psychiatrists. National Health Service abortions, about half as numerous, probably accounted for between 5 % and 10 % of the total. For the poorer woman the situation was iniquitous, and though abortions performed in good faith for medical reasons were theoretically covered by the Boume case and its aftermaths, the need to incorporate these decisions in a suitable form on the statute book became steadily more apparent. This was accomplished in the passage of the Abortion Act which became law in England, Scotland and Wales on April 27, 1968 (Simms & Hindell 1971) .
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Psychiatric Views on Termination ofPregnancy Whilst many of the gyna!cologists expected to perform the operations legalized under the Abortion Act were opposed to it, psychiatrists for the most part concurred with its provisions. Few agreed with Myre Sim, who had stated in 1953 that there were no psychiatric indications for termination of pregnancy and inter alia that abortion could itself produce a psychosis; however, a myth had grown up that the procedure could be followed by adverse psychiatric sequels (Kummer 1963 ). On the contrary, examination of the consequences of continuing an unwanted pregnancy reveals hazards and complications which are very considerable for both mother and child. For the mother, acceptance of the pregnancy may be difficult if the attitude of the father or society as a whole is negative; the same is true if she has had unfortunate experiences in previous pregnancies (Helper et al. 1968 ). Depressive states with anxiety are common in these circumstances and suicide, though rare, sometimes cccurs (Whitlock & Edwards 1968). A criminal abortion brings its own attendant hazards, immediate and delayed, physical and psychological. Follow-up studies have shown that only about 25 % of single women who have requested an abortion and been refused go on to term and accept the baby (Pare 1967 , Clark et al. 1968 ). Despite the help given by mother and baby homes, childbirth can be a traumatic event for the unmarried mother and, regardless of an earlier resolve, having the baby adopted can produce sadness and self-reproach through the bereavement situation thus created. Afterwards the new mother, should she decide to keep her child, may be faced with poverty, shortage of accommodation, ostracism and lack of emotional support (Slaughter 1968). The child, dependent on one parent or foster parents or brought up in institutional surroundings, is disadvantaged socially and psychologically, and may subsequently develop psychiatric problems (Bowlby 1965 , Forsmann & Thuwe 1966 . On the other hand, an unwanted child, born to a couple with a 'completed family' or to a 'worn-out mother' from the less affluent strata of society as a result of defective fertility control or perhaps an extramarital liaison, can produce problems and difficulties leading to its rejection and all that this implies.
Early in 1968, at the time when the Abortion Act was about to be implemented, the results of follow-up studies performed by Martin Ekblad (1955) and others had already demonstrated that the consequences of therapeutic termination were, in general, exceedingly good. Summarizing the findings, Kay & Schapira (1967) observed that the vast majority (85 %) of women did very well when their unwanted pregnancies were terminated, that self-reproaches of a mild and transient nature only occurred in some 10-15% of cases, and that not more than 1-2% of women subsequently developed a psychiatric illness, which was not necessarily connected with the abortion. Increasing the availability of therapeutic terminations can, according to some authorities, decrease the number of criminal abortions (Mehland 1966) but can also lead, as Havernack (1968) believes happened in Czechoslovakia, to neglect of contraception. It is still too early to assess the results of the Act in this respect in the United Kingdom.
Effects ofImplementing the Abortion Act
Soon after the Act became law a mounting demand for abortion became apparent and an increasing number of terminations began to be performed -37,736 in England and Wales in its first year, 54,819 in 1969 and 83,851 in 1970 . Most of these legal abortions (55-60%) were carried out in National Health Service hospitals and the vast majority (over 85 %) were performed on sociopsychiatric grounds. Due to the 'conscience clause' and to uneven regional resources, disparities in NHS regional abortion figures became evident and persisted during the first three years of the Act's implementation. In 1969 a woman living in London had a three times better chance of obtaining an NHS termination of pregnancy than her counterpart residing in Birmingham. Because of the demand, NHS hospitals with liberal termination policies were compelled to impose catchment areas to safeguard their ability to fulfil other gynecological commitments.
As a result the private sector in 'approved premises' -some of which began to function solely as abortion clinicsexpanded to fill the vacuum and allegations of profiteering from 'the abortion racket' were frequently made (Hordern 1971a) . Further, studies of contraceptive practices in women whose unwanted pregnancies had been terminated revealed that 48-73 5 % had taken no precautions on the occasions they had been impregnated and that 30-46% habitually never used contraceptives (Diggory 1970 , Abels 1970 . Indeed, the Family Planning Association have estimated that about 8-5 million women in Great Britain require contraceptive protection every year, and that a minimum of 3 million women, unprotected by any form of contraception, risk an unplanned conception every time they have intercourse.
The Act and the Psychiatrist Because of the wording of the Act -two registered medical practitionersand the large number of terminations performed, a psychiatric opinion was no longer necessary or feasible in the majority of cases operated on after April 1968. Sir Dugald Baird (1967) , who had long practised a liberal therapeutic abortion policy in Aberdeen, had earlier reported that a decline in the woman's emotional health after a therapeutic termination was practically nonexistent; he cited a student survey which showed that when guilt feelings were present they had usually been produced by the reception accorded to the patient by cruel or unsympathetic doctors or the malicious gossip of neighbours. Later, William Gross, a London gynmcologist, observed (1969) that the women being operated on were in the main healthy and emotional sequelm were uncommon. P H Tooley commented that, prior to the Act, women referred to psychiatrists for an opinion on termination were a biased sample and the operation, when recommended, was often performed on the weak, the inadequate and the immature. After the Act, despite the enormously increased numbers of terminations performed, referrals to psychiatrists did not increase: they fell, indicating that psychiatric sequelm were the exception rather than the rule (Pare & Raven 1970) .
Apart from the absence of psychiatric sequelk, the most important implication of the Act for the psychiatrist was its demonstration that many people were surprisingly negligent about contraception and that the reasons for this were complex and in part unconscious. Both community and individual factors are involved in defective fertility control (Hordern 1971b) . Community factors include 'population deafness' (Wood 1970) , the lack of 'respectability' of education in reproductive physiology in the home, at school, in the consulting room and on the media, the consequent lack of support (financial and otherwise) for family planning programmes and shortcomings in contraceptive services. Individual factors include: (a) intellectual difficulties such as ignorance, prejudice, misplaced confidence, aesthetic objections and miscellaneous problems; and (b) emotional problems such as anxiety and guilt, denial and non-realization, lack of foresight, fear and the unconscious desire to bear (or to father) a child. Combinations of these as well as other factors can occur, and legal abortion will probably always be necessary as a back-up measure in situations where fertility control has been inadequate for one reason or another. The Abortion Act in practice has underlined the need for psychiatrists to interest their medical colleagues, teachers, professional groups and the public generally in helping people to control their fertility adequately in a woild precariously existing in the shadow of population explosion. 'Every child a wanted child' must become not merely a pious hope but a principle that is widely accepted if the survival of the human family is to be ensured.
Professor Sir Dugald Baird (MRC Medical Sociology Unit, Foresterhill, Aberdeen) The changes brought about by the Abortion Act are rather difficult to determine precisely, since before 1968 accurate data did not exist about the number of therapeutic abortions performed, the number of illegal abortions done, or the number procured by the women themselves. I propose to describe the effect of the Abortion Act in the City of Aberdeen where, under Scottish law, an active policy of therapeutic abortion has been developed since 1937. In the first ten years the main reasons for termination of pregnancy were serious medical and surgical conditions in one-third and in the remaining two-thirds extreme debility brought about by excessive childbearing (7 or more children). By 1961, 2% of pregnancies in married women were terminated every year, more often for anxiety states and less often for multiparity and debility. Most of the women were over the age of 30 and had 4 or more children. In 77 % of cases abdominal hysterotomy and sterilization was the operation of choice since the women had all the children they desired. Only 12% of terminations were in single women and most of them were from the professional classes. In married women there was little change from 1961 to 1967, when the number requesting termination increased. The increase continued and in 1969 reached 7 % of all married women in that year. Since almost the same proportion as formerly had their request granted (65 %), many more terminations were performed. In 1969 approximately 5 % of pregnancies in married women in the City of Aberdeen were terminated. One-half of those who were refused termination said, when interviewed later in the pregnancy, that they were still of the opinion that termination would have been the correct treatment. However, very few of them had the pregnancy terminated elsewhere.
Since the increase in the demand for termination began in 1967 it appears as if the publicity in the press and the mass media brought about by the discussion of the Abortion Bill in Parliament encouraged more married women to consult their family doctor about the possibility of termination of pregnancy or stimulated the family doctor to send more of his patients to hospital for a specialist opinion.
Also contributing to the increased number of therapeutic abortions is the great increase in the number of illegitimate pregnancies, particularly in young, single women in the non-manual social classes. The increase began in 1958 in London and the south-east of England and spread northwards reaching Aberdeen in 1963. It has been described by R Illsley & D Gill in an article in New Society entitled 'New Fashions in Illegitimacy' (1968, p 709) . While this new fashion had nothing to do with the Abortion Act it increased the demand for abortion since the majority of these young women were teachers, students, nurses and secretaries who were unwilling to continue with an unwanted pregnancy or to marry because of it. Formerly, illegitimacy occurred mostly in the semiand un-skilled manual classes and most of these young women continued with the pregnancy and either married or had the baby adopted. Of the single women who consulted their family doctor for consideration of termination of pregnancy, the proportion who were
